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Background

The VA Office of Inspector General (OIG) Office of Healthcare Inspections (OHI)
conducted a review lo assess the validity of multiple allegations made by a series of
complainants. _ummon elements among the concerns included alleged misprescribing
and diversion of opioid drugs by a high ranking physician at the facility (Dr. Z) and by a
B® T){T'Y), as well as abuse of administrative and clinical authority by Dr.
Z. The various allegations were compiled from:

¢ A complaint made in March, 2011 by a facility [BF | (with a
corresponding VISN response in June, 2011 and a September, 2011 report from
the VISN Chief Medical Officer (CMOQ) on remedial actions taken).

* Anonymous complaints made in August, 2011, via a letter sent to the OIG and
Congressman Ron Kind of the U.S. House of Representatives.

e A physician at the facility in March, 2012, while the inspection was actively
ongoing.

By several anonymous respondents to an EAR survey in May, 2012, that was conducted
prior to a regularly scheduled CAP inspection. A total of 32 specific allegations were
made by these sources, several of which came to light at various points while the
inspection was und:  ay.

The scope of our review included the assessment of the practice patterns and controlled
substance prescribing habits of Dr. Z and[® | Y, as well as the administrative interactions
of Dr. Z with subordinates and his approach to clinical leadership, specifically as these
related to issues around the prescribing of controlled substances. We also looked for any
concerns by Federal and municipal law enforcement authorities or other signals of drug
diversion related to the practices of Dr. Z and Y. Because of the potential seriousness
of the allegations and their origination from multiple sources, we performed an
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exhaustive review of the individual practitioners named. Because of the allegations of
criminal activity, our efforts throughout this inspection were clasely coordinated with the
OIG’s Criminal [nvestigation Division (51),

We reviewed documents from VA and non-VA sources as follows:

[

Statement of Charges, Settlement Agreement and Final Order from a state Medical
Board concerning charges brought against Dr. Z shortly after his daie of
appointment to the VA,

Letters from the Veterans Integrated Service Network (VISN) 12 Director and the
VISN 12 CMO.

. Five peer reviews, and correspondence from Dr. Z to the Peer Review Oversight

Committee and the VISN 12 regarding allegations made in March, 2011, and
subseguent actions by VA management.

4, Scope of practice documents and routine peer reviews fof®*®]y.

OlG Master Case Index records of 19 cases at Tomah VAMC since 2009.

Ten p reviews of Dr. Z's practice performed in November, 2009, along with
minutes of a subsequent special session of the Peer Review Commitiee, and
related correspondence between Dr. Z and the Commintee,

Tomah VAMC police reports of overdoses/suspected overdoses for a three-year
period.

Reports on adverse drug reactions in patients treated by Dr. Z and[®®]Y compiled
by the Tomah VAMC pharmacy.

Documents related to the suicide of a Tomah VAMC[®®__ ] professional
immediately following t. _lination of employment (mem  ida, e-mail messages,
Sheriff’'s Department reports, union representation records and related internal
union correspondence),

10. Documents related to the appeal of a terminated Tomah VAMCP® __to the

Merit Systems Protection Board (MSPB) (appellant’s brief for MSPB jurisdiction,
narrative o axperiences, supporting materials for decisions).

11.Relevant Medical Center Memoranda on pain management, chronic opioid use,

and adve _: drug event surveillance.

12.VA/DoD Clinical Practice Guideline on Management of Opioid Therapy for

Chronic Pain (May, 2010).
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We found that the Chief of Pharmacy reports 10 Dr. Z by virtue of his (Dr. Z's)
administrative leadership position,

We found that some patients at Tomah VAMC had a pattern of early refill requests,
which can be a potential risk behavior for substance abuse. Pharmacists expressed a
reluctance to question such early refills. Review of a VISN 12 pharmacy leadership data
analysis indicated that Dr. Z,[€_]Y, and other clinicians at the Tomah VAMC provided
more than 7 days early controlled substance refills. A pre-April 12, 2012, local facility
policy did not allow exceptions to the “no early refill” rule. A newer policy does not
prohibit exceptions but does not provide practical guidance, parameters, or processes by
which to approach early refills or navigate the clinical complexity of such exceptions.

We substantiated the allegation that negative urine drug screens (UDS) are not acted on
and that controlled substances are still prescribed in the face of a negative UDS. In the
course of our review of selected case histories and from the structured medical record
review, we found that for some patients, when a UDS was performed and showed
absence of prescribed medication, documentation in progress notes did not aiways
acknowledge this or indicate what, if any, clinical intervention or change in trcatment
was initiated with the patient. For example, we found in a general chart review of a
selected case treated byY that _itiple negative UDS (i.e., UDS that did not show
presence of prescribed medications) were not acted on. In our structured medical record
review, 52 of 56 patients had UDS performed at least one time between January, 2009,
and April, 2012. The remaining four patients had no UDS performed during this time
interval spanning more than three years, although all were treated chronically with
opioids during this period. Of the 52 patients who had UDS performed at least one time
between January, 2009, and April, 2012, there were five patients who were being
prescribed opioids at the time of the negative test, i.e., the test failed to confirm that they
were actually taking their prescribed medication.

We did not substantiate the allegation that opioid contracts are not being “encouraged” by
Dr. Z. We found that 48 of 56 patients in the structured medical record review had an
opioid contract. Of the patients lacking opioid contracts, Dr. Z was & primary prescriber
of opioids for none, andY was a primary prescriber of opioids for two.

Several allegations dealt with general over prescription of narcotics at the facility, and
specifically alleged over prescription by Dr. Z and[@®]Y. The appropriateness of
prescribing opioids to a particular patient or the appropriateness of a particular dose

utilized is a complex matter that must take into account the patient’s history, current
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highest opioid prescriber in VISN 12, and a
the fifth highest prescriber. These three providers accounted for 33.3% of all morphine

among 3206 providers who wrote prescriptions for oEioids.

equivalents prescribed at Tomah VAMC in FY 12.
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Table 2. Ten highest individual VISN 12 clinician prescribers (by morphine
equivalents) in FY 12

Dr. Z was the seventh
at Tomah VAMC was

Equivalence Determined by Total Quantity Dispensed in FY12

Station TotalMorphEquiv | UniguePats TotalMorphineEquiv AveDailyMegDispensed
Total Morph Eg/Unique Rx Pts | Total Morph Eq/365 Days

676 Y) 5,326,011 182 29,264 14,592
585 4,213,089 366 11,511 11,543
578 4,162,684 271 15,360 11,405
537 3,810,090 311 12,251 10,439
676 ) 3,734,272 332 11,248 10,231
585 3,489,265 340 10,263 9,560
676 (Dr. Z) 3,218,188 128 25,142 8,817
578 3,159,204 50 63,184 8,655
556 2,721,641 107 25,436 7,457
695 2,427,161 270 8,989 6,650

Data for the ten highest individual prescribers in the VISN are shown in Table 2.
Considering these ten highest prescribers, three were from Tomah VAMC, while two
other facilities had two providers each, and the remainder had one or none. Among these
ten highest prescribers in the VISN, the total morphine equivalents prescribed for the one
year period ranged from 2,427,161 to 5,326,011 morphine equivalents, and morphine
equivalents per unique patient ranged from 8,989 to 63,184.* Thus, even among these ten
highest individual prescribers, there was considerable variation in amounts prescribed;
the total morphine equivalents prescribed by Y was more than double that prescribed
by the tenth highest prescriber in the VISN, and morphine equivalents per unigque patient
was more than threefold higher.

On a per patient basis, Y prescribed 29,264 morphine equivalents per patient (second
highest among VISN 12 clinicians) during FY 12; for Dr. Z, the number was comparable
(25,142; fourth highest among VISN 12 clinicians). Patient populations can vary from
facility to facility, complexity of patient case mix can vary from provider to provider, and
individual patient characteristics and needs vary from patient to patient. Nevertheless, it
seems clear that the total amount of opioid and opioid per patient prescribed by g Y and

* Because of continuing public interest, the OIG decided to publish this report in February 2015. In preparing the report for
publication, we identified an error in this sentence; we originally reported the range as 8,989 to 29,264. We corrected the report for
publication.
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